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Executive  Summary 


This  assessment  identified  available  health-related  services  and  the  major  barriers  to 
obtaining  adequate  health  care  for  Hispanics/Latinos  in  North  Carolina.    The  survey  assessed 
methods  used  to  reach  Hispanics/Latinos  and  the  general  population,  the  availability  of  data 
on  ethnicity,  perceived  health  service  needs  for  Hispanics/Latinos,  and  recommended 
strategies  to  overcome  those  needs. 

The  sample  included  35  counties  that  had:    1)  700  or  more  Hispanics/Latinos  according  to 
the  Census;  2)  a  percentage  of  Hispanics/Latinos  greater  than  the  state  average  of  1.2%; 
and/or  3)  a  high  number  of  migrant  farmworkers  (n=500  to  3500).    For  data  analyses,  sections 
of  the  questionnaire  were  treated  as  scales;  mean  scores  were  examined  for  linguistic/cultural 
methods  and  needs,  and  for  physical  access  methods  and  needs.   Responses  were  also 
examined  for  the  individual  variables.    Comparisons  were  made  among  types  of  agencies,  and 
between  administrators  and  providers  for  the  local  health  departments.   Responses  to  the  items 
on  involving  consumers  in  program  planning  were  transcribed  and  grouped  using  simple 
content  analysis. 

The  sample  included  35  local  health  departments,  10  community  health  centers,  and  17 
community-based  organizations.   An  additional  57  agencies  were  contacted  for  the  Resource 
Directory  and  for  the  listing  of  Innovative  Services.   The  community  organizations  had  a 
higher  mean  for  the  linguistic  and  cultural  methods  to  serve  Hispanics  than  did  the  local 
health  departments  and  community  health  centers.   For  perceived  needs  in  this  area,  the 
community  health  centers  had  the  highest  mean.    The  community  organizations  had  a  lower 
mean  for  methods  to  increase  access  than  did  the  local  health  departments  and  community 
health  centers.    For  the  local  health  departments,  the  providers  had  a  much  higher  mean  than 
the  administrators  for  perceived  need  for  linguistic  and  cultural  methods.   Providers  also  had  a 
higher  mean  for  methods  used  to  increase  access,  and  for  perceived  need  to  increase  access. 

Most  organizations  felt  that  more  help  was  needed  with  overcoming  language  barriers. 
The  most  common  method  for  interpretation  was  encouraging  patients  to  bring  their  own 
interpreter.   Most  local  health  departments  preferred  to  hire  bilingual  people,  because  language 
training  had  limited  effect  in  the  time  allotted  for  it.    Regarding  culturally-based  care,  most 
health  agencies  had  not  really  considered  it,  while  most  community  organizations  felt  more 
help  was  needed  in  that  area.   Transportation  was  seen  as  a  particular  need  for  Hispanics  by 
many  local  health  departments  and  most  community  health  centers  and  community 
organizations. 


Recommendations  include  the  following: 

♦  have  intake  forms  and  program  information  translated  into  Spanish; 

♦  have  at  least  one  bilingual  person  at  each  health  care  site; 

♦  share  health  education  materials  and  videos  in  Spanish,  preferably  through  a  resource 

listing,  and  develop  Spanish  language  videos  with  basic  clinical  information; 

♦  ask  Hispanic/Latino  people  about  their  correct  last  name  and  country  of  origin,  rather  than 

making  assumptions,  so  the  appropriate  information  is  recorded  at  birth  and  used  for 
subsequent  records; 

♦  develop  improved  and  accessible  transportation  systems,  and 

get  the  Driver's  Manual  translated  into  Spanish; 

♦  use  principles  of  community  development  and  organization  to  include  community  members 

in  program  planning;  and 

♦  provide  more  cultural  diversity  training  to  improve  mutual  understanding. 
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AN  ASSESSMENT  OF  HEALTH  SERVICE  NEEDS  FOR  THE 
HISPANIC/LATINO  COMMUNITY  IN  NORTH  CAROLINA 


OVERVIEW 

The  newly  established  Office  of  Minority  Health  conducted  four  assessment  projects  during 
1993.    Three  addressed  the  health  service  needs  of  specific  ethnic  groups  in  North  Carolina-African 
Americans,  Hispanics/Latinos,  and  Native  Americans.   The  fourth  project  assessed  the  needs  and 
barriers  for  minorities  entering  health  professions.   The  intent  of  these  projects  was  to  learn  what  was 
being  done  to  meet  the  health  service  needs  of  minorities  in  North  Carolina,  what  people  saw  as  the 
major  barriers  to  adequate  health  care  for  minorities,  what  resources  were  available  and  what  was 
recommended  to  change  the  situation. 

Due  to  the  limited  resources  and  the  necessarily  short  time  frame,  these  projects  were  not 
intended  to  be  definitive  statements  about  the  health  service  needs  of  minorities  in  North  Carolina. 
Instead,  they  were  preliminary  assessments,  which  helped  identify  important  issues  and  concerns  as 
well  as  many  questions  for  future  investigation.   While  the  disparities  in  health  status  between  the 
majority  and  minority  populations  are  well  known,  there  was  little  information  about  the  availability  of 
health  services  that  could  reduce  the  gap  in  North  Carolina.    This  information  can  be  used  by  state  and 
local  agencies  in  developing  initiatives  to  improve  the  health  of  racial  and  ethnic  minorities  in  North 
Carolina. 

Purpose 

The  assessment  phase  of  this  particular  project  identified  the  major  barriers  to  obtaining 
adequate  health  care  for  the  Hispanic/Latino  community  in  North  Carolina.    It  also  provided  the  basis 
for  recommendations  to  reduce  those  barriers  and  improve  the  health  status  of  this  group.    Perspectives 
came  from  local  health  departments,  community  health  centers,  community-based  organizations,  and 
churches.   The  intent  was  to  determine  what  was  being  done  to  improve  the  health  of 
Hispanics/Latinos  and  what  was  still  needed.   This  has  been  used  as  the  basis  for  a  Resource  Directory 
and  identification  of  Innovative  Services.   It  can  also  serve  as  a  baseline  for  planning  by  state  and 
local  agencies. 

The  specific  objectives  were  as  follows: 

♦  Identify  state  and  local  strategies  to  meet  the  health  service  needs  of  Hispanics/Latinos  in  North 

Carolina; 

♦  Identify  strategies  to  overcome  barriers  to  health  care  services  as  perceived  by  health  care 

providers  and   community-based  organizations; 

♦  Identify  programs  and  policies  that  appear  effective  in  meeting  the  needs  of  this  population; 

♦  Make  recommendations  for  meeting  the  public  health  needs  of  the  Hispanic/Latino  community 

in  North  Carolina; 

♦  Develop  a  resource  directory  of  agencies  and  programs  targeting  or  serving  the  Hispanic/Latino 

community  of  North  Carolina. 


POPULATION  CHARACTERISTICS 

In  this  report,  "Hispanic"  and  "Latino"  are  used  interchangeably.    The  terms  refer  to  people  who 
describe  themselves  as  being  of  Hispanic  origin,  generally  Spanish-speaking,  and  who  often  identify 
themselves  culturally  with  Latin  America.    Both  terms  were  used  by  respondents  to  this  survey,  and 
are  used  in  the  titles  of  community-based  organizations.    Preference  for  one  or  the  other  is  often  an 
individual  matter.    While  it  is  important  to  recognize  the  variation  within  groups  of  people,  some 
terminology  is  needed  to  discuss  the  group  as  a  whole.    Hispanics/Latinos  may  include  Mexican 
Americans,  Puerto  Ricans,  Cuban  Americans;  people  from  the  Dominican  Republic,  Central  or  South 
America;  and  people  with  other  Spanish  origins. 


Demographics. 

It  is  difficult  to  provide  precise  estimates  of  the  Hispanic/Latino  population  in  North  Carolina. 
According  to  the  1990  Census,  there  were  76,726  people  in  North  Carolina  who  identified  themselves 
as  being  of  Hispanic  origin  (Surles,  1993a).    This  represents  about  1.2%  of  the  total  population  of 
North  Carolina  (6,628,637).    Table  1  shows  the  number  and  percentages  of  Hispanics  by  subgroups  of 
the  population.    Appendix  A  contains  a  listing  of  the  Hispanic  population  in  each  county  of  the  state. 

While  a  relatively  small  proportion  of  the  population,  the  Hispanic  community  can  have  a 
significant  effect  on  the  health  care  system,  due  in  part  to  linguistic  and  cultural  differences.    In 
addition,  there  may  have  been  an  undercount  of  Hispanics  in  the  census  (Surles,  1993b).    There  are 
concerns  at  the  national  level  of  differential  undercounts  in  the  1990  census  as  well  (Feinleib,  1993). 
In  1980,  the  undercounted  were  mostly  minority  groups,  recent  immigrants,  the  homeless,  and  the  very 
poor  (Schick  &  Schick,  1991). 

Furthermore,  the  census  figures  do  not  include  the  population  of  migrant  farmworkers.    According 
to  figures  from  the  North  Carolina  Employment  Security  Commission,  there  were  33,896  migrant 
farmworkers  in  North  Carolina  in  1992,  and  91.5%  of  those  people  were  "Spanish"  (North  Carolina 
Employment  Security  Commission  (NC  ESC),  1993).    Statistics  on  the  migrant  population  do  not 
include  dependents.   A  map  illustrating  the  distribution  of  the  migrant  population  by  county  is  given  in 
Appendix  B. 


Table  1.    Hispanic  groups  in  North  Carolina,  1990. 


Hispanic  origin 

Mexican 

Puerto  Rican 

Cuban 

Other  Hispanic  origin 

Data  source:   North  Carolina  State  Center  for  Health  and  Environmental  Statistics  (Surles,  1993a). 


population 

%  of  total 

76,726 

1.2 

32,670 

0.5 

14,620 

0.2 

3,723 

0.1 

25,713 

0.4 

Even  with  the  likely  undercounts,  the  census  estimates  of  Hispanics  has  grown  more  than  that  for 
most  other  groups  in  the  state  (Figure  1).    This  population  has  increased  by  35%  from  1980  to  1990, 
compared  to  a  growth  of  12.4%  in  nonHispanic  whites  and  10.4%  in  nonHispanic  blacks  (Surles, 
1993a).    The  national  trends  are  similar,  with  the  Hispanic  population  having  increased  35%  from 
1980-1990  (Schick  &  Schick,  1991).    Currently  representing  9%  of  the  U.S.  population  (U.S  Bureau 
of  the  Census,  1992),  Hispanics  are  expected  to  increase  27%  by  the  year  2000,  and  22%  between 
2000  and  2010  (Schick  &  Schick,  1991).    Such  changes  have  had  a  considerable  effect  on  the  health 
care  system  and  will  continue  to  do  so,  as  providers  try  to  meet  the  linguistic  and  cultural  needs  of 
this  population. 


Figure  1.  Percent  increase  in  North  Carolina  population, 
1980  to  1990. 


African  American    Hispanic/Latino    Native  American 


White 


Data  source:   NC  State  Center  for  Health  and 

Environmental  Statistics  (Surles,  1993a). 


The  Hispanic/Latino  community  is  largely  a  young  one,  with  a  median  age  in  North  Carolina  of 
24.6  years  compared  to  34.7  years  in  white  nonHispanics  and  28.5  years  in  black  nonHispanics 
(Surles,  1993a).    See  Figure  2  for  these  comparisons.   Nationally,  the  median  age  is  25.9  years 
compared  to  33.2  in  the  nonHispanic  community  (Schick  &  Schick,  1991).    Hispanics  are  one  of  the 
poorest  groups  in  the  United  States,  with  28%  living  in  poverty,  compared  to  32%  of  blacks  and  11% 
of  other  whites  (U.S.  Bureau  of  the  Census,  1992).    In  North  Carolina,  the  poverty  rate  is  estimated  at 
13%  for  the  population  as  a  whole,  and  19.2%  for  Hispanics.   However,  the  poverty  rate  is  calculated 
from  a  weighted  sample  of  17%  of  the  population.    Minorities  and  the  very  poor  were  likely  to  be 
underrepresented  in  that  sample.     This  could  lead  to  an  underestimate  of  the  rate  for  certain  groups. 


Figure  2.  Median  age  in  years,  North  Carolina,  1990. 
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Data  source:   NC  State  Center  for  Health  and 

Environmental  Statistics  (Surles,  1993a). 


Health  statistics. 


Hispanics  are  at  risk  for  chronic  diseases,  with  cardiovascular  disease  being  the  leading  cause  of 
death  in  the  state  (SCHES,  1993b)  and  the  nation  (U.S.  Department  of  Health  and  Human  Services 
(DHHS),  1988).    Low-income  Mexican  Americans  have  higher  fasting  glucose  levels  and  a 
disproportionate  amount  of  diabetes  compared  to  other  groups  (Hazuda  et  al,  1988).    Standardized 
mortality  rates  are  higher  in  Hispanics  than  in  other  whites  for  cancers  of  the  stomach,  liver, 
gallbladder,  and  uterine  cervix  (Martin  &  Suarez,  1987).    In  North  Carolina,  cancer  is  the  fifth  leading 
cause  of  death  for  this  group  (SCHES,  1993b). 

Other  major  mortality  causes  include  motor  vehicle  accidents,  the  second  leading  cause  of  death 
for  Hispanics  in  North  Carolina,  while  all  other  accidents  rank  fourth  (SCHES,  1993b).    Homicide  is 
the  third  leading  cause  of  death  for  Hispanics  in  North  Carolina  (SCHES,  1993b).    Nationally,  it  is 
greater  for  Hispanics  than  for  the  general  population,  and  accounts  for  a  large  part  of  the  mortality 
difference  (Health  Resources  and  Services  Administration  (HRSA),  1991).    Regarding   AIDS,  15%  of 
the  cases  nationally  are  Hispanics,  who  represent  8%  of  the  population  (HRSA,  1991).    In  North 
Carolina,  AIDS  is  the  tenth  leading  cause  of  death  for  this  group  (SCHES,  1993b). 

The  trend  differs,  however,  in  other  health  areas  (HRSA,  1991).    The  infant  mortality  rate  for  U.S. 
Hispanics  is  favorable  compared  to  that  for  other  whites  (7.9  versus  8.6).    Furthermore,  the  rate  of  low 
birth  weight  babies  is  relatively  low  (6.2%),  although  for  the  subgroup  Puerto  Ricans  it  is  much  higher 
(9.3%).    The  low  birth  weight  rate  for  Mexican  Americans  is  surprising,  given  the  risk  factors  of  low 
socioeconomic  status,  limited  prenatal  care,  and  discrimination  (James,  1993).    Cultural  differences 
may  account  for  part  of  this  discrepancy. 


As  suggested  above,  health  status  expressed  by  race  and  ethnicity  is  confounded  by  factors 
associated  with  socioeconomic  status  (Krieger,  1992).    People  of  lower  socioeconomic  status 
frequently  have  higher  prevalences  of  risk  factors  than  those  of  higher  socioeconomic  status. 
Consequently,  there  is  a  need  for  health  data  to  be  presented  by  socioeconomic  status  to  identify 
poverty  issues  and  by  race/ethnicity  to  note  possible  race  or  racism  effects  (Krieger,  1992;  Warren, 
1993).    In  one  study,  there  was  no  racial  difference  in  all  causes  of  mortality  nor  in  mortality  due  to 
heart  disease  when  socioeconomic  status  was  considered  (Keil  et  al,  1992). 

Given  these  data,  it  is  important  to  note  that  obtaining  accurate  health  statistics  for  the 
Hispanic/Latino  community  is  difficult.    If  there  were  undercounts  in  the  census,  any  population-based 
rates  of  births,  deaths,  and  disease  could  be  overestimated.    These  issues  are  being  examined  in  North 
Carolina  by  the  SCHES  (Surles,  1993b).    In  addition,  classifications  by  race  or  ethnicity  are  not  clear- 
cut.    In  federal  data  bases,  people  can  be  assigned  a  different  race  at  birth,  during  life,  and  at  death 
(Hahn,  1992).    Categorizations  of  ethnicity  can  vary  greatly,  also.   These  factors  make  it  difficult,  if 
not  impossible,  to  track  progress  toward  health  objectives  for  the  year  2000  (DHHS,  1991). 


Barriers  to  health  care. 

Barriers  to  serving  minority  populations  were  assessed  in  a  national  survey  of  local  health 
departments  (U.S.  Conference  of  Local  Health  Officers  (USCLHO),  1992).    These  included  lack  of 
funding,  low  awareness  of  available  health  programs  and  good  health  practices,  language,  and 
transportation.    Language  is  a  major  barrier  for  many  Hispanics/Latinos  who  are  non-English  speakers 
(USCLHO,  1993).    When  basic  communication  is  limited,  there  are  concerns  about  how  to  obtain 
accurate  health  histories,  determine  the  current  problem,  and  provide  appropriate  care  or  counseling. 
This  has  been  noted  in  North  Carolina  (Padgett  &  Barrus,  1992)  as  well  as  other  areas  of  the  country 
(Haffner,  1992).    Another  important  factor  includes  cultural  differences    between  providers  and  clients 
and  the  exclusion  of  cultural  considerations  in  the  care  provided  (Marin,  1991).    Such  differences  can 
also  limit  the  accuracy  and  completeness  of  the  information  obtained  and  the  effectiveness  of  the  care 
provided. 

Economic  barriers  to  health  care  are  significant  for  all  low-income  people,  many  of  whom  are 
Hispanic  (as  noted  earlier).    These  factors  include  unemployment,  cost  of  care,  and  lack  of  insurance 
or  inadequate  insurance.    Hispanics  are  among  the  groups  most  likely  to  have  limited  insurance  or  to 
lack  it  altogether  (HRSA,  1991).    Other  barriers  are  also  associated  as  much  with  income  as  with  race 
or  ethnicity.    These  include  having  few  or  no  providers  even  for  those  with  public  insurance, 
transportation,  child  care,  and  location  of  care.    Factors  that  are  not  associated  primarily  with  ethnicity 
include  lack  of  information  about  available  services  and  dissatisfaction  with  providers  (HRSA,  1991). 


METHODS 

A  telephone  survey  was  conducted  in  March  and  April  of  1993  for  this  needs  assessment,  and  the 
information  for  the  Resource  Directory  (Lopez,  1993a)  was  obtained  from  March  through  May  of 
1993.    Those  surveyed  were  local  health  departments,  community  and  migrant  health  centers,  and 
community-based  organizations.    This  section  includes  the  development  of  the  questionnaire,  sampling 
procedures,  and  data  analyses. 


Instrument 

A  survey  instrument  was  developed  from  information  in  the  published  literature.    It  included  items 
that  assessed  methods  used  to  reach  Hispanics/Latinos  and  the  general  population,  availability  of  data 
on  ethnicity,  perceived  health  service  needs  for  Hispanics/Latinos,  and  recommended  strategies  to 
overcome  those  needs. 

For  the  methods  used  to  reach  Hispanics/Latinos,  a  four-point  scale  was  used  for  recording 
responses  according  to  the  frequency  of  use-almost  always,  frequently,  occasionally  or  in  some  areas, 
and  hardly  ever  or  never.    For  the  linguistic  and  cultural  methods,  this  included  translated  or 
interpreted  care,  bilingual  staff,  Spanish  language  materials  and  classes,  and  culturally-based  care  and 
materials.    The  next  section  focused  on  location  of  services,  transportation,  and  partners  in  care  (public 
and  community  organizations  and  churches). 

These  data  were  coded  as  available  for  the  general  population,  targeted  to  Hispanics/Latinos,  or 
available  for  both  groups.    Evening  and  weekend  hours  were  coded  according  to  frequency  per  week 
or  per  month,  as  shown  in  the  later  figures.     Other  items  were  included  on  the  instrument  and  used  as 
a  checklist  for  recording  responses  about  activities  targeted  to  Hispanics.   These  were  child  care,  social 
services,  home  visiting,  primary  care  referrals,  and  outreach,  which  included  newspapers,  posters, 
radio/television,  flyers,  and  health  fairs. 

For  the  perceived  needs  and  recommendations,  the  focus  was  on  whether  the  respondents'  thought 
these  issues  were  still  needs  or  not,  regardless  of  their  responses  in  the  section  on  methods  used.   The 
four-point  scale  included  need  more  help,  doing  alright  with  existing  system/resources,  not  a  need 
here,  and  have  not  really  considered  it.    It  included  the  linguistic  and  cultural  issues  mentioned  above, 
along  with  the  access  issues.   It  also  addressed  the  usefulness  of  technology  in  working  with 
Hispanics/Latinos.   This  included  computers  or  telephones  for  translation  or  intake  information,  as  well 
as  videos  for  educating.     Other  issues  used  as  a  checklist  for  needs  were  home  visiting,  child  care, 
media,  outreach,  and  partners  in  care. 

Another  important  area  assessed  was  the  involvement  of  community  members  in  health  program 
planning.    This  information  was  solicited  from  open-ended  questions  that  asked  if  there  was  an 
advisory  or  consumer  board  (other  than  the  Board  of  Health  for  health  departments),  how  the 
organization  included  consumers  in  program  planning,  and  what  the  respondent  recommended  for 
doing  this. 


Sampling 

Counties  were  selected  according  to  their  populations  of  Hispanics/Latinos,  using  estimates  for  the 
resident  (SCHES,  1993a)  and  migrant  populations  (NC  State  Migrant  Health  Program,  1993).  Thirty- 
five  counties  had  one  or  more  of  the  following  three  criteria: 


♦  >  700  Hispanics/Latinos  according  to  the  Census; 

♦  %  of  Hispanics/Latinos  >  the  state  average  of  1.2%; 

♦  a  high  number  of  migrant  farmworkers  (n=500  to  3500). 


These  counties  were  likely  to  have  felt  a  significant  effect  of  providing  health  care  for 
Hispanics/Latinos.   A  map  of  the  35  counties  included  in  the  assessment  can  be  seen  in  Figure  3,  and 
a  list  is  given  in  Appendix  C. 

Agency  selection.   The  researcher  contacted  all  local  health  departments,  community  health 
centers,  and  migrant  health  centers  in  those  counties.   An  attempt  was  made  to  obtain  a  representative 
sampling  of  community-based  organizations  who  provided  health  and  health-related  services.    While  a 
range  of  organizations  were  identified  before  the  study  began,  others  were  included  by  referral  from 
agency  representatives.    Represented  were  community-based  organizations  such  as  churches  of  various 
denominations,  those  providing  important  support  services  for  health  such  as  interpretation  and 
transportation,    and  groups  focused  on  social  and  cultural  pursuits  who  had  some  health-related 
activities. 

Interview  contacts.   An  advance  letter  was  sent  to  the  Directors  of  the  selected  local  health 
departments  and  community  health  centers.    It  explained  the  purpose  of  the  project  and  that  the 
researcher  would  be  calling  to  arrange  a  telephone  interview  of  10-15  minutes.   The  letter  stated  that 
the  researcher  could  be  referred  to  another  appropriate  person  in  the  agency  if  desired.    All  interviews 
were  conducted  by  telephone  by  the  same  researcher.    A  few  personal  visits  were  done  to  obtain 
additional  information  for  the  Innovative  Services  booklet  (Lopez,  1993b),  but  not  for  data  collection. 

Advance  letters  were  also  sent  to  those  community-based  organizations  identified  at  the  start  of  the 
project.    Later,  as  other  agencies  were  identified  through  referrals,  those  agencies  were  contacted 
directly  by  phone  to  explain  the  survey  and  to  request  and  arrange  telephone  interviews.    State-level 
agencies  were  interviewed  for  the  Resource  Directory  (Lopez,  1993a),  but  not  the  survey,  since  those 
agencies  generally  did  not  provided  direct  services  to  the  general  public. 


Data  analyses. 

Some  changes  were  made  in  the  coding  system  after  the  data  were  collected.    For  transportation 
provided,  a  category  was  created  for  having  very  limited  services  for  the  general  population. 
Similarly,  in  the  needs/strategies  section,  a  category  for  needing  more  help  for  the  general  population 
was  added.    Two  other  variables  had  some  recoding  as  well.    If  a  service  was  targeted  to  migrant 
farmworkers  or  poultry  workers,  it  was  coded  as  targeting  Hispanics/Latinos,  since  most  of  those 
workers  in  North  Carolina  were  Hispanic  (NC  ESC,  1993).    If  the  agency  was  open  one  evening  until 
6:00  or  6:30  PM,  it  was  coded  as  having  evening  or  weekend  hours  one  time  per  month,  since  that 
was  not  considered  equivalent  to  being  open  a  full  evening  per  week. 


Scales.    The  sections  of  the  questionnaire  were  treated  as  scales  and  the  responses  scored 
accordingly,  i.e.,  the  responses  for  several  related  variables  were  added  and  the  means  computed.    For 
the  linguistic  and  cultural  methods  and  needs,  this  included  translated  or  interpreted  care,  bilingual 
staff,  Spanish  language  materials  and  classes,  and  culturally-based  care  and  materials.    It  was  also 
done  for  the  access  methods  and  needs  for  those  items  asked  in  the  interviews.    For  access  methods 
this  included  location,  transportation,  hours,  and  partners  in  care  (public,  community,  and  church). 
For  access  needs,  it  included  transportation,  hours,  and  technology  (computers,  telecommunications, 
and  videos).    Other  items  on  the  instrument  were  used  as  a  checklist  for  voluntary  responses. 

Comparisons.   Means  and  frequencies  were  examined  by  the  type  of  agency  (local  health 
department,  community  health  center,  and  community  organization).    These  three  groups  may  have 
used  different  methods  for  reaching  Hispanics/Latinos,  and  may  have  had  different  perspectives 
regarding  service  needs  and  recommendations.    The  local  health  departments  were  further  examined  to 
determine  if  there  were  differences  between  administrators  and  providers.    Administrators  were  the 
Assistant  Directors  and  Directors;  providers  were  staff  members  and  program  managers,  for  most 
managers  were  involved  in  service  delivery.    The  means  for  the  scale  scores  were  examined  according 
to  this  grouping.    There  might  have  been  differences  in  knowledge  of  specific  programs  or  services  or 
in  perceived  need  for  more  help  with  service  delivery.    This  type  of  subanalysis  could  not  be  done 
with  the  community  health  centers  and  community  organizations  due  to  the  small  sample  sizes. 

Comments.   Responses  to  the  items  on  involving  consumers  in  program  planning  were  transcribed 
and  grouped  using  simple  content  analysis.   They  are  presented  in  the  Results.   Even  though  the 
information  is  qualitative,  it  was  asked  of  all  respondents.   The  comments  on  other  issues  offered 
during  the  interviews  were  also  transcribed.   Nearly  40  pages  of  comments  were  collated  with  simple 
content  analysis.   Some  were  selected  to  illustrate  the  results  or  to  provide  reasons  for  the  responses. 
They  are  noted  in  the  Discussion  rather  than  the  Results,  since  they  were  volunteered  and  functioned 
as  explanations  of  responses. 


RESULTS 

All  35  local  health  departments  in  the  selected  counties  were  surveyed.    However,  one  Director  of 
a  local  health  department  (LHDs)  and  two  Directors  of  community  health  centers  (CHCs)  said  that 
their  agencies  saw  so  few  Hispanics/Latinos  that  the  interview  would  not  be  relevant.    An  additional 
Director  of  a  health  center  did  not  respond  to  several  attempts  to  make  contact.    This  left  effective 
samples  sizes  of  eight  for  the  community  health  centers  and  34  for  the  local  health  departments. 

The  17  community-based  organizations  (CBOs)  that  were  interviewed  provided  a  range  of 
services.   The  numbers  in  parenthesis  represent  the  number  of  agencies  having  that  function;  they  add 
to  more  than  17  due  to  several  activities  in  many  agencies.   The  health-related  services  included  care 
for  chronic  disease  (1),  maternal  health  (1),  and  child  health  (2);  health  education  and  information  (8); 
referral/coordination  of  services  (6);  linguistic  assistance  (7)  and  transportation  to  health  appointments 
(5).    Some  agencies  also  provided  social  activities  (1),    financial  help  (1),  employment  assistance  (2), 
and  legal  assistance  (7).    Hispanic  people  managed  some  of  these   organizations,  while  nonHispanic 
people  administered  others.    An  additional  57  organizations  were  contacted  for  the  Resource  Directory 
(Lopez,  1993a),  but  were  not  surveyed. 


In  the  next  section,  the  results  are  presented  first  for  the  scale  scores  of  the  combined  variables. 
These  are  followed  by  the  results  for  the  individual  variables,  which  are  mainly  frequencies.    Some  of 
the  items  were  not  relevant  for  community  organizations  in  particular,  so  there  is  missing  data.    For 
example,  for  those  not  providing  health-related  services,  even  transportation  and  interpretation  services 
could  be  irrelevant.    Some  others  did  not  feel  they  had  enough  information  to  respond  to  items,  such 
as  whether  there  was  a  need  for  evening/weekend  hours  for  Hispanics/Latinos.  Therefore,  some  of  the 
variables  had  so  few  responses  that  percentages  would  not  be  meaningful,  so  only  the  sample  sizes  are 
given.    Some  rows  may  not  add  to  exactly  100%  due  to  rounding  to  the  nearest  whole  number. 


Scale  scores. 

Mean  scores  for  the  four  scales  are  presented  below.    Figure  4a  includes  the  scores  by  type  of 
agency,  and  Figure  4b  has  those  by  title  of  respondent  for  the  local  health  departments. 

Comparisons  by  agency  type.    Some  differences  were  apparent  between  health  agencies  and 
community  organizations  in  terms  of  linguistic  and  cultural  (L/C)  methods  used  to  serve  Hispanics 
(Figure  4a).    The  community  organizations  had  a  mean  of  7.0  compared  to  3.7  for  the  local  health 
departments  and  4.3  for  the  community  health  centers.   Higher  scores  represent  more  reported  methods 
for  serving  Hispanics/Latinos.   In  terms  of  perceived  needs  however,  the  community  health  centers  had 
the  highest  mean  of  12.5,  versus  9.0  and  8.8  for  the  other  two  groups.    Higher  means  here  represent 
greater  perceived  needs  for  improving  health  services  for  Hispanics/Latinos. 

For  methods  used  to  increase  access  for  Hispanics/Latinos,  higher  scores  represent  more  reported 
methods  (Figure  4a).    The  community  organizations  had  the  lowest  mean  of  5.7  compared  to  9.1  and 
9.5  for  the  health  departments  and  health  centers,  respectively.    Regarding  needs  for  increasing  access, 
there  appeared  to  be  no  substantial  difference  among  the  three  types  of  agencies. 


Figure  4a.  Mean  scale  scores  by  type  of  agency. 
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Comparisons  by  respondents'  title.    Some  of  the  scale  scores  differed  markedly  within  the  local 
health  departments  according  to  the  title  of  the  respondent  (Figure  4b).    The  linguistic  and  cultural 
methods  did  not  differ  much,  for  the  means  were  3.4  for  the  administrators  and  4.0  for  the  providers. 
The  other  three  scores  did  differ  substantially,  though.   For  perceived  needs  for  linguistic  and  cultural 
methods,  the  providers  had  a  much  higher  mean  than  the  administrators  (10.3  versus  7.6).    The 
providers  also  had  a  higher  mean  for  methods  used  to  increase  access  (10.7  versus  7.5),  and  for 
perceived  needs  to  increase  access  (8.7  versus  6.0). 

Figure  4b.  Mean  scale  scores  by  respondent's  title  for  local  health 
departments. 
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Frequencies. 

The  remaining  results  are  the  findings  for  the  individual  variables,  which  are  presented  in 
categories. 


Translation/interpretation  for  health  care.    The  data  are  given  in  Figure  5a  on  the  availability  of 
translation  or  interpretation  for  health  care.    Of  the  local  health  departments,  44%  (15)  said  they 
occasionally  had  translators  or  interpreters  available  for  health  care  appointments;  these  were  either 
bilingual  providers  or  other  staff.    It  was  generally  done  part  of  the  time  for  one  or  two  specific 
clinics.   An  additional  35%  (12)  were  coded  as  frequently  doing  this,  which  was  either  most  of  the 
time  for  selected  clinics  or  part  of  the  time  for  many  clinics.   Another  12%  (4)  had  such  services 
available  almost  always.   These  figures  compare  to  44%  (4)  of  community  health  centers  who 
occasionally  did  this,  and  22%  (2)  each  who  did  it  frequently  and  almost  always.   For  the  community 
organizations,  30%  (3)  did  this  frequently,  and  70%  (7)  did  it  almost  always.   The  number  of  staff 
involved  and  the  mix  of  methods  employed  are  presented  in  the  Discussion,  as  this  information  was 
obtained  from  the  volunteered  comments. 


Figure  5a.  Availability  of  interpretation  for  health  care  (%). 
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Agencies  were  also  asked  about  the  need  for  more  help  in  this  area.    Figure  5b  presents  those  data. 
For  the  33  responding  health  departments,  18%  (6)  felt  they  were  doing  alright  with  translating  or 
interpreting  care,  while  79%  (26)  felt  they  still  needed  more  help.    Of  the  community  health  centers, 
75%  (6)  said  they  needed  more  help  with  translating  for  care,  and  80%  (12)  of  the  community 
organizations  said  more  help  was  needed  in  interpreting  for  health  care. 


Figure  5b.  Need  for  interpretation  for  health  care  (%). 
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There  was  little  use  of  telephones  for  translation  or  interpretation,  so  no  table  is  provided  for  these 
data.    Of  the  health  departments,  71%  (21)  hardly  ever  or  never  did  this.   For  the  community  health 
centers,  86%  (6)  hardly  ever  or  never  used  this  method,  and  for  the  community  organizations,  43%  (3) 
hardly  ever  did  this.    Several  community  organizations  did  claim  that  they  provided  this  service  to 
others  on  a  regular  basis. 

In  terms  of  general  bilingual  staff,  such  as  intake  workers,  77%  (24)  of  health  departments  hardly 
ever/never  had  any,  and  13%  (4)  had  bilingual  staff  occasionally/in  some  areas.    The  data  are  given  in 
Figure  6a.    Of  the  community  health  centers,  44%>  (4)  hardly  ever/never  had  any.    For  the  community 
organizations,  all  eight  respondents  almost  always  had  general  bilingual  staff.    Regarding  need  in  this 
area,  77%  (24)  of  the  health  departments  felt  they  needed  more  help,  as  did  75%  (6)  of  the  community 
health  centers  (Figure  6b).    Of  the  community  organizations,  87%  (13)  said  more  bilingual  staff  in 
general  was  needed. 


Figure  6a.  Availability  of  bilingual  staff  for  intake  (%). 
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Figure  6b.  Need  for  bilingual  staff  for  intake  (%). 
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There  was  a  wide  range  of  responses  regarding  recommendations  for  increasing  the  number  of 
bilingual  staff  members.    These  data  can  be  found  in  Figure  6c.    Of  27  local  health  departments,  26% 
(7)  preferred  to  hire  bilingual  people,  30%  (8)  would  rather  train  existing  staff,  and  30%  (8)  felt  that  a 
combination  of  methods  was  probably  the  most  feasible.   The  community  health  centers  were  also 
divided,  with  43%  (3)  preferring  to  hire  and  43%  (3)  recommending  a  combination  of  methods;  only 
14%  (1)  preferred  training. 


Figure  6c.  Recommendations  for  obtaining  more  bilingual  personnel 
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Health  education  in  Spanish. 

The  data  on  the  availability  of  health  education  materials  in  the  Spanish  language  is  given  in 
Figure  7a.    Of  the  34  local  health  departments  responding,  65%  (22)  had  Spanish  language  materials 
available  occasionally  or  in  some  subject  areas,  and  29%  (10)  had  them  frequently  available,  that  is, 
for  several  clinics.    Only  one  had  them  almost  always  available.    For  the  seven  responding  community 
health  centers,  43%  (3)  occasionally  had  materials  available  in  Spanish,  and  29%  (2)  had  them 
frequently.    For  the  six  responding  community  organizations,  67%  (4)  had  them  occasionally.    Since 
not  all  community  organizations  provided  health  services,  this  item  was  not  relevant  for  many.    The 
Discussion  contains  comments  on  the  subject  areas  in  which  they  were  reportedly  available  in  the 
health  agencies. 


Figure  7a.  Availability  of  health  education  materials  in  Spanish  (%). 


almost  always        frequently 


occasionally 
/some  areas 


hardly  ever 
/never 


Figure  7b  contains  the  data  for  perceived  needs  and  strategies  for  more  educational  materials  in  the 
Spanish  language.    Of  the  local  health  departments,  71%  (22)  said  they  needed  more  help  with 
educational  materials  in  Spanish.   This  compares  to  88%  (7)  of  the  community  health  centers  and  78% 
(7)  of  the  community  organizations. 
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Figure  7b.  Need  for  health  education  materials  in  Spanish  (%). 
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Regarding  health  education  classes  given  in  the  Spanish  language,  74%  (25)  of  local  health 
departments  hardly  ever  or  never  had  them,  and  24%  (8)  had  them  occasionally.    Since  most  of  these 
responses  were  in  the  same  categories,  the  data  are  presented  here  descriptively  rather  than  in 
graphically.    Of  seven  community  health  centers,  57%  (4)  hardly  ever  or  never  had  them,  and  29%  (2) 
had  them  occasionally.   For  the  need  for  providing  classes  in  the  Spanish  language,  63%  (15)  of  the 
local  health  departments  had  not  really  considered  it,  while  21%  (5)  wanted  more  help  with  this.    The 
community  health  centers  were  split,  with  50%  (4)  not  having  considered  it  and  50%  (4)  wanting  more 
help  with  it. 


Culturally  appropriate  methods. 


For  the  local  health  departments,  88%  (28)  hardly  ever  or  never  had  materials  they  considered 
culturally  appropriate  (Figure  8a),  and  91%  (29)  hardly  ever  had  culturally-based  care  (Figure  8b). 
For  the  community  health  centers,  75%  (6)  hardly  ever  or  never  had  such  materials  and  88%  (7) 
hardly  ever  had  such  care.    This  question  was  not  appropriate  for  most  of  the  community 
organizations,  since  they  did  not  provide  health  services. 
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Figure  8a  Availability  of  educational  materials  that  are  culturally 
appropriate  (%). 
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Figure  8b.  Availability  of  health  care  that  is  culturally  appropriate  (%). 
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For  perceived  needs/strategies  in  this  area,  80%  (24)  of  local  health  departments  had  not 
considered  culturally  appropriate  or  culturally-based  materials,  compared  to  half  (4)  of  the  community 
health  centers  and  only  one  community  organization  (Figure  9a).    For  culturally  appropriate  care,  75% 
(24)  of  the  local  health  departments  responded  that  they  had  not  really  considered  it  (Figure  9b).    Of 
the  community  health  centers,  63%  (5)  were  in  this  category.    However,  90%  (9)  of  the  community 
organizations  felt  more  help  was  needed  regarding  culturally  appropriate  care. 


Figure  9a.  Need  for  educational  materials  that  are  culturally 
appropriate  (%). 
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Figure  9b.  Need  for  health  care  that  is  culturally  appropriate  (%). 
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Physical  access.    Regarding  transportation,  one  local  health  department  (4%)  and  one  health  center 
(14%)  had  transportation  targeted  for  Latinos,  while  five  community  organizations  had  such 
transportation  (Figure  10a).    Of  the  health  departments,  32%  (8)  had  transportation  for  the  general 
population,  but  another  52%  (13)  said  they  had  very  limited  transportation  for  the  general  population. 


Figure  10a.  Availability  of  transportation  (%). 
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Whether  transportation  was  perceived  as  a  continuing  problem  was  addressed  in  the  section  on 
needs  and  strategies  (Figure  10b).    While  48%  (14)  of  the  health  departments  said  this  was  a  particular 
need  for  Hispanics,  21%  (6)  saw  this  as  a  need  for  the  population  in  general.    Of  the  responding 
community  health  centers,  four  saw  transportation  as  a  need  especially  for  Hispanics,  as  did  92%  (12) 
of  the  community  organizations. 


Figure  10b.  Need  for  improved  transportation  to  serve 
Hispanics/Latinos  (%). 
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For  the  local  health  departments,  63%  (12)  of  the  respondents  had  noncentral  sites  for  the  general 
population,  as  did  two  of  the  community  health  centers.    Only  one  health  department  had  a  location 
targeted  to  Hispanics,  compared  to  three  of  the  health  centers.    For  brevity,  these  data  are  not  given  in 
a  table  or  figure. 

Hours.    All  agencies  were  asked  about  the  availability  of  evening  or  weekend  hours.    See  Figure 
1  la  for  these  data.    Of  32  local  health  departments,  34%  (1 1)  had  none,  28%  (9)  had  them  one  or  two 
times  per  month,  28%  (9)  had  them  one  time  per  week,  and  9%  (3)  had  them  more  than  one  time  per 
week.    For  the  seven  responding  community  health  centers,  86%  (6)  had  such  hours  one  time  per 
week,  and  one  had  them  more  than  once  per  week. 


Figure  11a.  Availability  of  evening  or  weekend  hours  (%). 
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There  was  much  variability  across  the  local  health  departments  about  the  perceived  need  for  more 
evening  or  weekend  hours  (Figure  1  lb).    Of  25  respondents,  28%  (7)  felt  that  more  evening  or 
weekend  hours  were  needed  for  the  general  population,  and  another  28%  (7)  felt  they  were  needed  for 
Latinos  in  particular.    Of  the  community  health  centers,  four  saw  it  as  a  need  for  Latinos  as  did  75% 
(9)  of  community  organizations.    For  the  health  departments,  16%  (4)  said  they  were  alright  with  what 
they  had  and  20%  (5)  had  not  considered  whether  hours  were  a  problem  for  this  population.    Others 
felt  they  did  not  have  enough  information  to  respond  to  this  item. 
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Figure  11b.  Need  for  more  evening  or  weekend  hours  to  serve 
Hispanics/Latinos  (%). 
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Partners  in  care.    Percentages  may  add  to  more  than  100%  due  to  agencies  having  partners  in 
more  than  one  category.    Of  31  local  health  departments,  19%  (6)  worked  with  public  agencies  for 
serving  Hispanics,  and  29%  (9)  worked  with  them  to  serve  both  Hispanics  and  the  general  population 
(Figure  12a).    For  the  community  health  centers,  57%  (4)  worked  with  public  agencies  for  both 
Hispanics  and  the  general  population.    For  the  community  organizations,  86%  (6)  worked  with  public 
agencies  for  Hispanics.   For  working  with  community  organizations,  only  21%>  (4)  of  the  local  health 
departments  and  17%  (1)  of  the  community  health  centers  did  so  for  Hispanics  (Figure  12b). 
Churches  were  separated  from  other  community  organizations  here  (Figure  12c).    Of  the  responding 
health  departments,  46%>  (11)  worked  with  churches  targeting  Hispanics/Latinos,  as  did  38%  (3)  of  the 
health  centers. 


Figure  12a  Public  agencies  as  partners  in  care  (%). 
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Figure  12b.  Community  organizations  as  partners  in  care  (%). 
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Figure  12c.  Churches  as  partners  in  care  (%). 
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Data  on  ethnicity.    For  the  35  local  health  departments,  26%  (9)  said  that  they  did  not  have 
information  on  Hispanic  ethnicity.    For  brevity,  these  data  are  not  shown  in  any  graph.    An  additional 
29%  (10)  claimed  they  had  it  available  for  all  service  areas,  and  37%  (13)  said  they  had  limited  data 
for  it  was  1)  only  available  for  some  areas,  2)  not  computerized  for  access,  or  3)  not  accurate.    Three 
respondents  did  not  know  whether  it  was  available.    For  the  community  health  centers,  70%  (7)  said 
they  had  it  recorded  for  all  areas. 

Usefulness  of  technology.    Several  items  addressed  the  usefulness  of  more  technology  in  serving 
the  Latino  community.    The  data  are  also  presented  descriptively  here,  rather  than  in  tables.   There 
was  no  direct  response  to  these  items  in  many  interviews.    However,  seven  health  departments  felt  that 
computers  might  help  with  translation  or  education,  compared  with  two  health  centers  and  three 
community  organizations.    Six  health  departments  thought  that  more  telecommunications  would  be 
helpful  for  translation.    For  the  use  of  videos,  16  health  departments  claimed  they  needed  more  help 
for  educating  patients  who  were  non-English  speakers.   Three  health  centers  also  felt  this  way,  as  did 
five  community  organizations. 


Qualitative  information. 

Information  was  solicited  on  involving  the  community  in  program  planning.    The  responses  to 
these  open-ended  questions  are  included  here  for  the  health  agencies  and  the  community-based 
organizations.    Concents  were  expressed  that  Hispanics  were  not  involved  politically,  and  that  these 
were  new  communities,  just  getting  established. 

While  many  health  agencies  said  they  had  not  involved  community  members,  several  agencies 
provided  suggestions  from  their  successful  experiences.    They  included  the  following: 

♦  Find  natural  leaders.    These  might  be  ministers  or  priests,  even  if  they  are  not  Hispanic,  along 

with  other  church  leaders,  people  with  charisma,  and  teachers  of  English  as  a  second  language. 

♦  Post  notices  in  the  health  center  about  openings  on  the  consumer  board. 

♦  Ask  department  heads  to  help  identify  patients  who  might  be  good  candidates,  and  who  can 

represent  the  population  and  the  issues. 

♦  Go  to  centers,  community  leaders,  physicians,  Hispanic  aid  organizations. 

♦  Lay  out  the  criteria;  representatives  need  to  be  concerned  and  assertive. 

Suggestions  about  involving  community  members  included  the  following: 

♦  Contacting  the  person  directly,  as  one  Director  does. 

♦  Making  them  feel  useful;  giving  them  a  real  role  in  planning,  policy-making. 

♦  Letting  them  see  they  have  a  vested  interest. 

♦  Having  a  good  direction  and  program. 

♦  Assessing  their  training  needs  and  provide  for  them. 

It  takes  time  to  find  people  who  can  commit  the  time.   One  respondent  said  it  took  1  1/2  years  to 
find  the  appropriate  representatives.    You  need  time  to  build  up  the  comfort  level.    Others  noted  that 
some  people  felt  overwhelmed  with  their  general  board  and  quit,  feeling  they  had  nothing  to 
contribute;  this  was  partly  due  to  how  meetings  were  run.    They  noted  that  leadership  training  and 
multicultural  training  were  needed  for  both  the  employees  and  the  clients  of  local  health  departments. 

A  community  organization  has  several  committees  in  which  consumers  participate.    These  people 
are  involved  in  hiring  and  firing,  approving  all  policies,  and  doing  an  assessment  each  year  that  is 
used  for  making  changes.   The  director  claimed  that  centering  meetings  around  food  and  socializing 
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led  to  much  better  participation  if  the  people  knew  that  ahead  of  time.    Latinos  love  to  socialize  and 
usually  do  so  around  food.    It  gives  the  event  more  of  a  home  feeling.    One  director  of  a  local  health 
department  recommended  this  for  professional  participation  as  well;  he  said  to  hold  the  meetings  at 
lunch  time  and  provide  lots  of  pizza. 


DISCUSSION 

This  section  discusses  the  findings  according  to  the  major  groupings  of  issues.   These  include 
linguistic  and  cultural  issues,  physical  access  issues  such  as  transportation  and  hours,  and  issues  raised 
by  respondents.   The  comments  volunteered  by  the  respondents  are  also  included  here,  because  they 
are  more  qualitative  than  the  information  in  the  previous  section,  and  they  help  explain  the  responses 
to  the  questionnaire  items.    The  numbers  in  parenthesis  are  the  frequencies  of  comments  related  to  the 
issues,  as  determined  from  simple  content  analyses. 

In  several  cases,  the  respondents  volunteered  information  regarding  the  composition  of  the 
Hispanic/Latino  communities  they  were  serving.  Occupations  cited  include:  construction,  mill 
workers,  poultry  processing,  military  service,  and  migrant  farmworkers. 


Linguistic  concerns. 

The  major  problem  in  serving  this  population  was  the  language  difference.    Due  to  this  significant 
barrier,  there  are  likely  to  be  many  other  needs  in  serving  this  community  that  go  unidentified. 
Limited  communication  can  affect  the  accuracy  and  completeness  of  health  histories,  as  well  as  the 
appropriateness  of  the  care  provided  (Haffner,  1992;  Padgett  &  Barrus,  1992). 

Interpretation  services.   The  community  organizations  had  the  highest  mean  score  for  the  linguistic 
and  cultural  scale,  and  the  health  departments  had  the  lowest.   Community  organizations  interpreted 
for  health  care  appointments  almost  always,  while  health  departments  did  it  occasionally  or  frequently. 
In  addition,  the  community  organizations  had  general  bilingual  staff  available  almost  always  while  the 
health  departments  hardly  ever  or  never  did.    In  the  local  health  departments,  the  providers  had  a 
higher  perceived  need  on  the  linguistic  and  cultural  scale  than  did  the  administrators.    The  likely 
reasons  for  this  difference  are  discussed  in  the  sections  on  educational  materials  in  Spanish  and 
cultural  appropriateness. 

Most  of  the  agencies  felt  that  more  help  was  needed  in  this  area.    They  most  commonly  handled 
the  linguistic  barrier  by  encouraging  patients  to  bring  their  own  help  (9).    This  was  followed  in 
frequency  by  using  employees  from  other  areas  as  interpreters  (7),  and  using  a  combination  of 
approaches  (7).    Some  had  in-house  interpreters  who  were  part-time  or  seasonal  (5);  others  contracted 
with  private  interpreters.    A  major  hospital,  not  in  the  original  sample,  used  staff  from  other  areas;  this 
service  was  coordinated  by  the  volunteer  service.     Some  respondents  expressed  concern  about  using 
the  patients'  children  for  interpretation,  and  using  males  to  interpret  for  female  patients,  especially  in 
sensitive  areas  like  obstetrics.    Paid  providers  may  be  more  thorough  than  family  members,  though 
some  were  paid  little  more  than  minimum  wage.   Nurses  were  particularly  concerned  about  accuracy, 
as  has  been  noted  by  others,  along  with  the  time  that  patients  wait  for  an  interpreter  to  become 
available  (Haffner,  1992;  Padgett  &  Barrus,  1992). 
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Although  many  of  the  health  agencies  said  they  had  done  some  language  training  (10),  most 
preferred  to  hire  bilingual  people.    They  generally  stated  that  training  had  limited  effect  in  the  time 
allotted  for  it  (6);  that  is,  it  was  not  sufficient.    Many  (6)  felt  that  a  combination  of  approaches  was 
probably  the  most  feasible;  this  includes  hiring,  training,  using  volunteers,  and  private  contracting. 

The  community  organizations  commented  that  there  should  be  at  least  one  person  at  a  health  site 
who  is  bilingual,  which  was  not  the  case  at  most  health  departments  and  many  community  health 
centers.    Several  people  claimed  that  there  was  no  bilingual  person  at  Social  Services.    Two 
community  organizations  raised  the  concern  that  forms  were  not  available  in  Spanish.   Other 
comments  included  concerns  about  having  a  six  year-old  child  translating  and  a  hospital  calling  a  local 
coalition  for  interpretation  for  a  child  with  a  bullet  wound.   In  the  latter  case,  the  volunteers  took  turns 
in  shifts.   Not  surprisingly,  both  health  agencies  and  community  organizations  expressed  the  desire  to 
have  more  bilingual  professionals. 

Similar  concerns  have  been  expressed  in  other  studies.   The  focus  group  participants  in  Project 
REACH  were  Hispanic/Latino  migrants  or  former  migrants  (settled  out)  in  Sampson,  Johnston,  and 
Harnett  counties  (McFarlane,  1992a).    In  the  Forsyth  County  area,  focus  group  participants  were 
Hispanic  migrant  and  seasonal  workers  (Solis,  1990).    These  people  expressed  concern  about  the 
inability  to  communicate  with  providers  due  to  the  language  barrier  (McFarlane,  1992a;  Solis,  1990). 
A  survey  of  migrant  health  nurse  liaisons  found  language  to  be  the  most  frequently  cited  problem  in 
working  with  the  migrant  Hispanic  population  (Office  of  Rural  Health  (ORH),  1992).    In  a  national 
survey  of  local  health  departments,  lack  of  funding  was  one  of  the  major  barriers  to  providing  care  for 
non-English  speaking  populations  (USCLHO,  1993).    The  literature  also  repeatedly  notes  the  increased 
need  for  minority  health  care  professionals.   Agencies  claim  to  have  difficulty  recruiting  bilingual  and 
bicultural  staff,  especially  in  large  cities  with  large  numbers  of  non-English  speaking  populations 
(USCLHO,  1993). 

Health  education  in  Spanish.   The  difference  between  providers  and  administrators  in  mean  scores 
for  the  linguistic/cultural  scale  was  due  in  part  to  more  providers  wanting  help  with  Spanish  language 
materials.    For  all  agencies  interviewed,  the  most  common  response  was  that  Spanish-language 
materials  were  available  occasionally  or  in  some  program  areas.    Those  mentioned  as  most  frequently 
available  were  for  immunizations  (9)  and  maternal  health  (8),  followed  by  several  mentions  each  of 
sexually-transmitted  diseases  (STDs)  and  HIV,  child  health,  family  planning,  and  WIC.    Two  agencies 
said  they  had  forms  translated  into  Spanish;  one  had  intake  information  on  an  audio  tape. 

Most  of  the  agencies  expressed  a  need  for  more  help  in  this  area.    Many  health  departments  said 
they  depended  on  the  state  health  divisions  for  their  materials.   Nationally,  health  information  is 
usually  not  available  by  race  or  ethnicity  for  the  major  non-English  speaking  groups  (USCLHO, 
1993).    Examples  of  model  programs  are  available  (USCLHO,  1993). 

Classes  seemed  to  be  of  lesser  importance;  most  agencies  had  hardly  ever  or  never  provided 
classes  in  the  Spanish  language.     Some  said  they  provided  the  same  material  as  the  classes  contain 
when  seeing  Hispanic/Latino  patients  individually.    Classes  may  not  be  that  common  in  local  health 
departments,  where  care  is  often  provided  on  an  individual  basis.    Several  health  departments  felt  a 
need  for  more  help  with  classes,  but  most  had  not  considered  them. 
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Cultural  appropriateness. 

Culture  appears  to  be  a  barrier  for  Hispanics/Latinos  in  obtaining  health  care.    This  includes  the 
effects  of  cultural  beliefs,  values,  and  social  networks  on  the  content  of  health  care,  as  well  as  the 
communication  channels  used  and  the  wording  of  the  communication  (HRSA,  1991).    Agencies  need 
to  develop  models  for  community  assessment  that  are  culturally  and  linguistically  relevant,  and  that  are 
applicable  in  many  locations  (USCLHO,  1993).    In  this  assessment,  the  difference  between  providers 
and  administrators  in  mean  scores  for  the  linguistic/cultural  scale  was  due  in  part  to  more  providers 
wanting  help  with  materials  and  classes  that  were  culturally-based. 

Most  health  agencies  had  never  provided  culturally-based  care  and  had  not  considered  it,  while 
most  community  organizations  felt  there  was  a  need  for  more  help  in  this  area.    There  were  similar 
results  for  the  need  for  culturally-based  materials.    Head  Start  uses  a  multicultural  curriculum  for  all 
its  classes;  there  were  several  developed  nationally  a  few  years  ago  (Booth,  1993).    Community 
agency  representatives  said  there  was  little  cultural  awareness  among  health  workers  regarding  any 
group,  and  cross-cultural  understanding  was  needed  for  both  sides.   One  person  noted  that  if  you  don't 
have  the  language,  you  don't  have  the  culture.    Another  stated  that  cultural  understanding  can  be 
lacking  even  where  the  language  capability  exists;  providers  need  to  understand  feelings  and  beliefs. 
Nationally,  one-fourth  of  local  health  departments  had  programs   that  were  targeted  to,  or  designed 
for,  minority  health  (USCLHO,  1992). 

Cultural  concepts  are  numerous  and  complex;  a  few  are  presented  here  and  are  necessarily 
oversimplified.    Further  information  can  be  sought  in  the  literature  and  in  the  community  (Marin, 
1991;  Marin  &  Gomez,  1993).    Simpatia  is  the  expectation  of  positive  social  interactions  and  the 
avoidance  of  conflict.    Hispanics/Latinos  prefer  interactions  to  at  least  appear  harmonious,  which  can 
lead  to  misperceptions  by  nonHispanics  about  the  quality  of  the  interaction.    This  can  also  lead  to  the 
perception  of  some  behavior  as  negative  that  is  considered  neutral  by  nonHispanics.   Respeto,  or 
respect,  can  limit  the  public  questioning  of  authority  by  Hispanics/Latinos.   Familismo,  with  the  family 
as  the  primary  social  unit,  can  produce  reluctance  to  discuss  significant  concerns  outside  of  the  family. 
It  is  related  to  traditional  gender  roles,  with  the  male  as  provider  and  protector.    Other  cultural  issues 
include  differences  in  time  orientation,  with  Hispanics  waiting  longer  before  considering  someone  late, 
and  differences  in  sexual  attitudes  which  can  affect  perceptions  of  health  education.    In  addition, 
knowledge  of  traditional  healing  practices  provides  the  context  for  other  recommendations. 

Cultural  awareness  is  important  not  only  for  the  client's  comfort  but  also  for  the  quality  and 
effectiveness  of  the  care  provided.    It  is  needed  to  get  people  into  health  care  sites,  ask  the  right 
questions,  build  trust  to  gain  the  patients"  participation,  and  effectively  communicate  recommendations. 
The  Office  of  Minority  Health  has  been  sponsoring  and  cosponsoring  cultural  diversity  trainings 
around  the  state.   Another  potentially  useful  method  for  reaching  people  of  different  cultures  is  lay 
health  promotion  (Watkins  et  al,  1991),  but  this  was  one  of  the  least  used  methods  by  local  health 
departments  in  a  national  study  (USCLHO,  1992). 


Physical  access. 

For  the  access  methods  used,  the  lower  scale  score  of  the  community  organizations  was  likely  due 
to  the  specialization  of  these  groups.    Although  some  provided  transportation  regularly,  that  may  have 
been  one  of  a  few  services.   In  contrast,  the  health  agencies  may  have  provided  transportation  less 
often,  but  they  had  several  services  that  were  a  part  of  this  scale. 
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There  were  also  differences  in  the  mean  access  scores  of  the  administrators  and  the  providers  in 
the  health  departments.    This  was  due  in  part  to  the  providers  identifying  more  public  partners  that 
were  targeted  to  Hispanics.   More  providers  also  felt  a  need  for  more  transportation  for  Hispanics,  and 
for  computers  for  communicating.    Working  with  patients  and  their  barriers  daily;  the  providers  might 
have  perceived  greater  need,  or  better   understood  the  real  need,  in  the  community.    However,  there 
may  have  been  other  differences  between  the  agencies  that  had  a  provider  respond  rather  than  an 
administrator.    These  might  include  differences  in  size  and  complexity  of  the  agencies,  as  well  as  in 
the  communities. 

Transportation.    Most  of  the  local  health  departments  had  limited  transportation  for  the  general 
population.    Many  community  organizations  had  transportation  that  was  targeted  to  Hispanics. 
Helping  Hispanics/Latinos  get  to  health  care  locations  was  seen  as  a  need  by  nearly  half  of  the  local 
health  departments  and  nearly  all  of  the  community  organizations.    Transportation  was  generally 
available  for  maternal  and  child  health  (8).    Some  health  agencies  had  county  transportation  available, 
but  some  noted  that  people  would  only  know  about  it  after  coming  to  the  health  department  or  center. 
Other  limitations  were  that  a  person  had  to  be  Medicaid-eligible,  or  that  transportation  was  only 
available  during  the  migrant  season  through  special  funding.    One  community  health  center  stated  that 
it  had  a  bilingual  driver.    Lack  of  transportation  was  noted  in  an  earlier  assessment  as  the  second  most 
important  problem  in  serving  the  migrant  community  (ORH,  1992).    In  a  national  study,  location  of 
services  near  minority  communities  was  one  of  the  most  common  means  of  targeting  minorities; 
transportation  was  one  of  the  least  used  methods  (USCLHO,  1992). 

Respondents  were  concerned  that  females  in  some  Hispanic  communities  rarely  drive,  for  it  is 
considered  a  power  issue.   Focus  groups  found  that  many  of  the  women  did  not  drive  and  had  no 
telephones.    Many  of  the  low-income  Hispanics/Latinos  have  no  transportation  of  their  own.    Any 
vehicle  was  usually  with  the  husband  at  work,  so  emergencies  were  a  problem,  including  deliveries  of 
babies  (McFarlane,  1992a;  Solis,  1990).    Others  in  this  project  noted  that  the  isolation  of  women  was 
sometimes  worse  in  urban  areas  than  in  rural  ones,  and  greater  among  residents  than  migrants.    One 
study  noted  that  some  newly  settled  women  could  not  give  directions  back  to  the  highway  when  the 
interviewer  had  to  leave  (McFarlane,  1992a).    The  fact  that  the  North  Carolina  Driver's  Manual  is  not 
available  in  Spanish  was  very  important  to  many  in  this  assessment,  especially  since  the  driving  test 
could  be  given  in  Spanish.   This  makes  it  difficult  for  people  to  be  able  to  help  themselves  adjust  to  a 
new  culture  in  a  new  country. 

Hours.    While  many  health  departments  had  no  evening  or  weekend  hours,  more  than  half  had 
them  at  least  monthly.    All  of  the  community  health  centers  had  them  weekly.    Less  than  a  third  of  the 
health  departments  saw  a  need  for  more  hours  for  Hispanics,  while  most  of  the  community 
organizations  did.    The  lack  of  evening  or  weekend  hours  had  also  been  raised  as  a  major  barrier  in  a 
survey  of  migrant  health  nurse  liaisons  (ORH,  1992).    Suggestions  included  holding  late  Friday  or 
Saturday  clinics,  advertising,  and  focusing  on  the  concerns  of  parents  and  young  adults.    Some  thought 
that  Sunday  would  be  the  best  day. 

Technology.    This  item  addressed  the  usefulness  of  more  technology  to  help  with  translation  and 
interpretation.    In  the  health  agencies,  comments  ranged  from  anything  would  help  (3)  to  it  not  being 
useful  (5)  since  personal  contact  is  needed.   There  was  more  agreement  on  the  need  for  videos  (16). 
Many  people  wanted  Spanish  language  videos  that  contained  basic,  everyday  information  that  would 
normally  be  provided  in  a  clinic  visit.   For  telecommunications,  there  is  a  new  interpretation  service 
for  providers  of  care  to  migrant  farmworkers  through  the  North  Carolina  State  Migrant  Health 
Program  and  the  Migrant  Benevolent  Association. 
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Outreach.    There  was  limited  outreach  to  Hispanics/Latinos  in  this  assessment.   Five  health 
agencies  had  outreach  workers  who  went  to  migrant  camps,  two  said  the  Maternity  Care  Coordinators 
did  this,  and  two  said  word-of-mouth  was  the  main  means  for  Hispanics/Latinos  to  learn  about  existing 
services.    Two  health  departments  had  targeted  health  fairs  to  Hispanics/Latinos,  reaching  150-200 
each.    Other  responses  were  flyers  (1),  volunteers  (1),  a  newspaper  article  about  the  migrant  program 
(1),  and  working  with  a  company  that  employed  many  Hispanics/Latinos  (1). 


Limited  outreach  can  lead  to  poor  awareness  of  services  available  and  to  limited  knowledge  of 
good  health  practices.   In  Project  REACH,  adolescents  scored  the  highest  for  positive  health 
information,  males  had  greater  knowledge  than  females,  migrants  were  more  informed  than  those  who 
were  settled,  and  the  settled  Latina  women  had  the  lowest  ratings  (McFarlane,  1992b).    In  the  Forsyth 
area,  the  major  reasons  for  not  obtaining  prenatal  care  included  lack  of  information  about  available 
services  (Solis,  1990).    Lack  of  outreach  to  migrant  communities  has  been  noted  as  the  third  major 
problem  in  serving  them  (ORH,  1992).   Nationally,  the  use  of  media  and  marketing  was  one  of  the 
least  used  methods  to  reach  minorities,  although  outreach  for  health  education  was  frequently  used 
(USCLHO,  1992). 


Data  needs. 

Less  than  one-third  of  local  health  departments  said  they  had  data  available  and  accessible  on 
Hispanic  ethnicity.    It  is  therefore  understandable  that  some  respondents  had  difficulty  expressing 
needs  for  serving  this  population  when  they  did  not  have  sufficient  data  for  use  in  program  planning 
or  evaluation.    Starting  July  of  1993,  all  local  health  departments  have  computerized  systems  and 
record  Hispanic  ethnicity  for  adult  health  programs.    Maternal  and  child  health  has  had  such  a 
computerized  system  for  some  time.    In  a  national  study  (USCLHO,  1992),  the  most  available  data  for 
minority  health  was  in  the  area  of  infant  health.    Limited  data  was  available  for  immunizations, 
hepatitis  A,  sexually  transmitted  diseases,  and  tuberculosis.   Improving  the  availability  and  retrieval  of 
information  at  the  local  level  was  a  major  recommendation  from  that  work  (USCLHO,  1993).    In  the 
future,  we  should  be  better  able  to  determine  the  reach  and  coverage  of  programs  for 
Hispanics/Latinos  in  North  Carolina,  as  well  as  possibly  examine  the  effectiveness  of  some  efforts. 

However,  the  quality  of  the  output  will  still  depend  on  the  quality  of  the  input.    Problems  with 
racial  and  ethnic  data  at  the  national  level  have  been  recognized  (Hahn,  1992;  Krieger,  1992),  and 
efforts  are  being  made  to  improve  them  (Feinleib,  1993).    These  include  the  validity  of  the  racial  and 
ethnic  designations  as  well  as  the  sample  sizes.  In  North  Carolina,  concerns  about  the  quality  and 
quantity  of  data  for  the  Hispanic  population  are  being  explored  by  the  SCHES  (Surles,  1993b).    In  this 
assessment,  there  were  requests  for  clarification  of  birth  information.    In  some  Spanish  cultures,  the 
mother's  name  is  listed  last,  after  the  father's  name,  and  hence,  the  mother's  name  gets  recorded  as  the 
surname  on  the  birth  certificate  when  the  father's  name  would  have  been  more  appropriate.    This 
becomes  a  problem  for  later  health  and  school  records.    Since  a  person's  name  has  to  do  with  identity, 
who  you  are,  it  is  important  to  ask  clients  about  their  last  names.   In  addition,  ethnicity  for 
Hispanics/Latinos  is  frequently  recorded  as  Mexican  when  the  person  might  be  Guatemalan,  for 
example.   Getting  this  changed  later  is  an  ordeal  for  human  service  agencies,  and  could  be  avoided  by 
asking  people  about  their  origin  rather  than  recording  assumptions. 
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Partners  in  care. 

Few  health  agencies  worked  with  organizations  targeting  Hispanics/Latinos.   For  the  general 
population,  the  majority  worked  with  public  agencies  such  as  Social  Services  or  with  community 
organizations.    Some  worked  with  the  local  migrant  council  or  the  Community  Colleges  for  English  as 
a  second  language  classes.   Most  of  the  targeted  activity  was  in  the  churches.    Many  health  agencies 
mentioned  that  churches  were  a  resource  for  human  services.   Consequently,  many  community 
organizations  worked  with  public  agencies  specifically  to  meet  the  needs  of  Hispanics/Latinos,  for  the 
community  organizations  often  targeted  this  community.    Working  with  community  organizations  is 
one  method  of  learning  about  the  culture  and  of  obtaining  resources  for  help  with  linguistic  issues. 


Involving  the  community  in  planning. 

For  identifying  potential  participants,  the  ideas  provided  were  consistent  with  principles  of 
community  organization  and  development.    Examples  were  contacting  community  leaders  and  key 
informants,  and  being  clear  about  roles  for  community  members.    For  keeping  community  members 
involved,  many  of  the  suggestions  were  consistent  with  basic  principles  of  marketing,  namely,    finding 
out  what  the  people  want  before  providing  services.   Other  suggestions  reflected  basic  principles  of 
organizational  management.    These  included  having  a  defined  purpose  for  the  program,  a  clear 
direction  for  meetings,  and  specified  roles  for  participants.    It  appears  that  many  of  the  health  agencies 
were  either  unaware  of  these  principles  or  had  not  tried  to  implement  them. 

Several  community  health  centers  appeared  to  do  these  things  successfully,  though  not  necessarily 
with  members  of  the  Hispanic/Latino  community.    Some  mentioned  that  progress  was  made  over  a 
relatively  long  period  of  time  and  after  many  attempts.   Other  agencies  may  not  have  allowed  enough 
time  for  the  results  of  their  efforts  to  occur.    Other  limitations  were  the  same  as  those  addressed  in 
serving  this  community'.    Language  is  a  major  barrier.    More  assistance  with  interpretation  is  essential 
if  people  who  are  monolingual  in  either  English  or  Spanish  are  going  to  work  together. 

Differences  in  culture  can  also  be  a  limiting  factor  here.    Beyond  the  ethnic  differences  that  can 
influence  the  content  and  structure  of  meetings,  there  are  differences  between  the  professional  culture 
and  that  of  the  community.    This  affects  the  way  meetings  are  conducted  and  the  comfort  level  with 
the  environment  created.    If  we  need  and  want  to  serve  the  community,  we  need  to  meet  the  people 
where  they  are  physically  and  personally,  rather  than  expect  the  community  members  to  come  to  the 
providers  and  to  be  like  them. 


Issues  raised  by  respondents. 

A  number  of  issues  were  raised  by  the  respondents  that  were  not  part  of  the  structured 
questionnaire.    Frequently  mentioned  was  the  legal  status  of  many  Hispanics/Latinos.   If  the  status  of 
women  married  to  U.S.  citizens  has  not  been  adjusted,  they  may  feel  very  dependent  legally.    This 
causes  some  women  to  remain  in  situations  of  domestic  violence.    Legal  status  was  perceived  as  a 
barrier  to  obtaining  care  in  other  assessments  done  in  North  Carolina  (McFarlane,  1992a;  Solis,  1990). 
The  participants  were  unsure  if  they  would  be  asked  for  their  legal  papers  in  a  health  agency 
(McFarlane,  1992a).    In  other  surveys,  legal  status  was  a  concern  in  serving  this  community  in  the 
health,  education,  and  human  service  areas  (Bettez,  1992;  ORH,  1992). 
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Some  respondents  in  this  project  claimed  that  the  basic  problem  was  racism.    This  has  been 
identified  as  a  problem  for  minority  health  nationally  (Warren,  1993).    It  was  noted  here  that  people 
resent  immigrants,  especially  if  they  are  non-English  speakers,  and  some  have  the  attitude  of  "why 
don't  they  learn?"    Another  suggested  that  racism  is  prevalent  at  a  low  level  of  intensity,  and  that  there 
are  barriers  if  people  are  not  socially  alike.    Many  of  the  recent  immigrants,  and  perhaps  the  most 
visible,  are  those  of  lower  socioeconomic  status.   As  one  community  representative  noted,  if  they  were 
doing  well  in  their  country  of  origin,  they  probably  would  not  have  left.    Some   Hispanics  have  gone 
to  hospitals  for  emergencies  and  were  told  it  was  not  a  migrant  clinic,  even  when  the  clinic  was  closed 
(McFarlane,  1992a).    Racism  and  ethnocentrism  could  be  mitigated  with  more  cultural  training  on  both 
sides. 


SUMMARY  AND  RECOMMENDATIONS 

In  serving  Hispanics/Latinos  in  North  Carolina,  many  of  the  needs  are  still  very  basic.    The 
primary  concern  is  the  language  barrier.    While  second  generation  immigrants  generally  learn  the 
language  of  their  new  country  and  become  more  acculturated,  a  link  is  needed  for  the  first  generation. 
If  we  cannot  communicate,  it  may  not  matter  what  type  or  amount  of  services  we  provide.    Limited 
communication  can  affect  the  accuracy  and  completeness  of  health  histories,  as  well  as  the 
appropriateness  of  the  care  provided. 

Recommendations  for  improving  the  situation  include  the  following: 

♦  Bilingual  personnel  -  Increase  recruitment  or  develop  mechanisms  to  share  them  among 

agencies,  so  someone  is  available  at  each  health  care  site.   Also,  pay  adequately  for  this 
service. 

♦  Intake  forms  -  Translate  these  into  Spanish.   Forms  should  be  applicable  to  many  agencies, 

limiting  translation  needs  for  individual  agencies. 

♦  Health  education  -  Develop  a  resource  listing  of  available  materials  and  videos  in  Spanish. 

These  should  be  culturally  and  educationally  appropriate  for  the  target  audience.    Also, 
develop  Spanish  language  videos  with  basic  clinical  information. 

Other  recommendations  are  as  follows: 

♦  Data  -  Improve  the  recording  of  accurate  surnames  on  birth  certificates  and  ethnicity  in  health 

records.    Ask  Hispanic/Latino  people  for  this  information,  rather  than  recording  assumptions. 
Training  local  providers  to  verify  this  information  would  limit  problems  with  subsequent 
records. 

♦  Transportation  -  See  that  the  Driver's  Manual  is  translated  into  Spanish,  for  the  test  can  be 

given  in  Spanish.    This  would  help  people  to  help  themselves.   Also,  develop  improved  and 
accessible  transportation  systems. 

♦  Cultural  diversity  -  Provide  more  training  to  enhance  mutual  understanding.    Cultural 

appropriateness  of  care  is  important  for  getting  people  into  health  care  sites,  asking  the  right 
questions,  building  trust  to  gain  the  patients'  participation,  and  effectively  communicating 
recommendations. 

♦  Program  planning  -  Use  principles  of  community  development  and  organization  to  include 

community  members.    This  has  been  done  successfully  by  many  agencies  and  is  essential  for 
developing  effective  programs. 


As  an  initial  assessment,  this  work  helped  identify  issues  for  further  exploration.    An  important 
area  is  the  development  of  ways  to  assess  changes  in  programs  and  services  to  meet  the  needs  of  this 
community.   Another  issue  that  needs  further  examination  is  the  cost-effectiveness  of  methods  to  lower 
the  linguistic  barrier.    We  need  measures  of  the  quality  of  communication  and  care  along  with  the 
costs  of  various  approaches.    With  this  information,  more  informed  decisions  can  be  made  about  the 
best  use  of  resources.    A  third  area  might  include  the  development  and  testing  of  knowledge  and 
attitude  scales  that  address  linguistic  and  cultural  issues.   Such  information  could  be  used  to  assess 
progress  in  the  minority'  health  area  as  cultural  training  is  provided. 

This  study  identified  some  areas  of  need  for  serving  Hispanics/Latinos,  as  well  as  some  methods 
currently  in  use.   The  latter  are  described  in  the  Resource  Directory  (Lopez,  1993a)  and  Innovative 
Services  booklet  (Lopez,  1993b).    The  needs  cover  a  broad  range,  but  are  consistent  with  national 
findings  in  focusing  on  the  access  issues  of  language,  transportation,  and  culture.    Resources  are 
always  a  limiting  factor  in  providing  health  services.   However,  the  growth  of  this  population 
necessitates  considering  the  cost  of  not  properly  serving  Hispanic/Latino  people.    This  includes  higher 
emergency  room  charges  for  treating  more  acute  problems  when  prevention  and  early  intervention 
were  not  done.    Hopefully,  this  picture  of  the  situation  in  North  Carolina  can  be  used  for  planning 
more  effective  programs  and  services  to  improve  the  health  of  Hispanics/Latinos  in  North  Carolina. 
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APPENDICES 

A.  Hispanic  and  total  population  by  county,  North  Carolina. 

B.  Density  of  migrant  farmworker  populations  in  North  Carolina  counties. 

C.  Counties  included  in  the  Hispanic/Latino  needs  assessment. 


HISPANIC  AND  TOTAL  POPULATION  BY  COUNTY 
NORTH  CAROLINA 


Appendix  A 


COUNTY  NAME 

ALAMANCE 

ALEXANDER 

ALLEGHANY 

ANSON 

ASHE 

AVERY 

BEAUFORT 

BERTIE 

BLADEN 

BRUNSWICK 

BUNCOMBE 

BURKE 

CABARRUS 

CALDWELL 

CAMDEN 

CARTERET 

CASWELL 

CATAWBA 

CHATHAM 

CHEROKEE 

CHOWAN 

CLAY 

CLEVELAND 

COLUMBUS 

CRAVEN 

CUMBERLAND 

CURRITUCK 

DARE 

DAVIDSON 

DAVIE 

DUPLIN 

DURHAM 

EDGECOMBE 

FORSYTH 

FRANKLIN 

GASTON 

GATES 

GRAHAM 

GRANVILLE 

GREENE 

GUILFORD 

HALIFAX 

HARNETT 

HAYWOOD 

HENDERSON 

HERTFORD 

HOKE 

HYDE 

IREDELL 

JACKSON 

JOHNSTON 

JONES 


HISPANIC 

TOTAL 

POPULATION 

POPULATION 

736 

108,213 

184 

27,544 

85 

9,590 

67 

23,474 

102 

22,209 

118 

14, 867 

197 

42,283 

32 

20,388 

150 

28, 663 

376 

50, 985 

1,173 

174, 821 

344 

75, 744 

483 

98, 935 

315 

70, 709 

24 

5,  904 

450 

52, 556 

136 

20, 693 

921 

118,412 

564 

38,759 

131 

20, 170 

95 

13, 506 

40 

7,  155 

376 

84, 714 

242 

49,  587 

1,821 

81, 613 

13,298 

274, 566 

110 

13, 736 

199 

22, 746 

602 

126, 677 

129 

27, 859 

1,015 

39,  995 

2,054 

181, 835 

255 

56,558 

2,  102 

265, 878 

290 

36,414 

864 

175, 093 

21 

9,  305 

29 

7,  196 

356 

38, 345 

169 

15,384 

2,887 

347,420 

237 

55,516 

1,159 

67,822 

240 

46, 942 

846 

69,285 

81 

22,523 

218 

22,856 

43 

5,411 

672 

92, 931 

155 

26,  846 

1,262 

81, 306 

53 

9,  414 
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NORTH  CAROLINA 


COUNTY  NAME 

LEE 

LENOIR 

LINCOLN 

MACON 

MADISON 

MARTIN 

MCDOWELL 

MECKLENBURG 

MITCHELL 

MONTGOMERY 

MOORE 

NASH 

NEK  HANOVER 

NORTHAMPTON 

ONSLOW 

ORANGE 

PAMLICO 

PASQUOTANK 

PENDER 

PERQUIMANS 

PERSON 

PITT 

POLK 

RANDOLPH 

RICHMOND 

ROBESON 

ROCKINGHAM 

ROWAN 

RUTHERFORD 

SAMPSON 

SCOTLAND 

STANLY 

STOKES 

SURRY 

SWAIN 

TRANSYLVANIA 

TYRRELL 

UNION 

VANCE 

WAKE 

WARREN 

WASHINGTON 

WATAUGA 

WAYNE 

WILKES 

WILSON 

YADKIN 

YANCEY 


HISPANIC 

TOTAL 

PULATION 

POPULATION 

800 

41,374 

463 

57,274 

570 

50,319 

165 

23,499 

86 

16,  953 

99 

25, 078 

114 

35, 681 

6,  693 

511,433 

50 

14,433 

556 

23,346 

470 

59, 013 

606 

76,  677 

924 

120, 284 

116 

20,798 

8,  035 

149, 838 

1,279 

93, 851 

61 

11,372 

246 

31,298 

273 

28, 855 

28 

10,447 

249 

30,180 

977 

107, 924 

115 

14,416 

734 

106,546 

293 

44, 518 

704 

105, 179 

620 

86, 064 

651 

110, 605 

342 

56, 918 

727 

47,297 

318 

33, 754 

309 

51, 765 

254 

37,223 

602 

61,704 

78 

11,268 

154 

25,520 

11 

3,856 

675 

84,211 

271 

38, 892 

5,396 

423,380 

98 

17,265 

65 

13, 997 

249 

36, 952 

1,356 

104, 666 

3  62 

59, 393 

537 

66, 061 

388 

30,488 

49 

15,419 
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APPENDIX  C 


Counties  included  in  the  Hispanic/Latino  needs  assessment 

Alamance 

Bladen 

Buncombe 

Catawba 

Chatham 

Columbus 

Craven 

Cumberland 

Duplin 

Durham 

Forsyth 

Gaston 

Greene 

Guilford 

Harnett 

Henderson 

Johnston 

Lee 

Mecklenburg 

Montgomery 

Nash 

New  Hanover 

Onslow 

Orange 

Pender 

Pitt 

Randolph 

Robeson 

Sampson 

Stokes 

Surry 

Wake 

Wayne 

Wilson 

Yadkin 
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